ogy, and therapist training (Frankel & Simmons, 1992) to predict dropout from a parent training group. As noted by Johnston and Fine (1993) , poor treatment adherence in the pediatric and ADHD literatures may be related to the chronicity of long-term treatments, negative publicity surrounding particular interventions (e.g., stimulant medication), and concerns regarding side effects.
Several important limitations of prior research on the acceptability of, and adherence to, ADHD interventions exist. First, counseling feasibility has rarely been examined. Feasibility issues such as the affordability of counseling, scheduling flexibility, and travel distance may predict whether a family pursues counseling better than their stated attitude about counseling. Second, although prior research (i.e., Liu et al., 1991; Rostain et al., 1993) has begun to examine factors associated with parental acceptability of ADHD interventions, the ability of acceptability ratings to predict adherence to recommended counseling for ADHD has not been examined.
The current study extends prior research by adding items to the ADHD Knowledge and Opinions Scale (AKOS: Rostain et al., 1993) to create a potential treatment feasibility factor. Second, we examined a more comprehensive set of background factors (i.e., prior counseling and medication history; child externalizing problems; parental knowledge of ADHD; parental contact with acquaintances who had children with ADHD) for their association with treatment acceptability. Third, we tested whether ratings of counseling acceptability, counseling feasibility, and medication acceptability at intake to an ADHD clinic would predict adherence to treatment recommendations for counseling and medication at follow-up.
We hypothesized that (a) parental report of prior involvement with counseling for their child, and parental perception of the severity of externalizing problems, would be positively related to counseling acceptability ratings; (b) parental report of prior use of medication for their child, parental perception of the severity of externalizing problems, and parental knowledge about ADHD would be positively related to medication acceptability ratings; (c) parental knowledge of acquaintances who had a child with ADHD would be positively related to treatment acceptability ratings; (d) counseling acceptability and feasibility ratings at intake would predict adherence to recommendations for counseling at follow-up; and (e) medication acceptability ratings at intake would predict adherence to recommendations for initiating and maintaining medication at follow-up.
METHOD

Participants
The sample consisted of 91 consecutive referrals to a regional AttentionDeficit Hyperactivity Disorder Program located in a tertiary care pediatric hospital. Families were included in the study if at least one parent completed the ADHD Knowledge and Opinions Survey-Revised; 87 mothers and 63 fathers representing the 91 families completed this scale. Subjects were the parents of 76 boys and 15 girls who had a mean age of 9.4 years (range = 5 to 13). Seventytwo percent met DSM-1II-R (American Psychiatric Association, 1987) criteria for ADHD, 14% for undifferentiated ADD (i.e., inattentive subtype), and 14% did not meet criteria for a diagnosis of ADHD (of this latter group, 6 were diagnosed with oppositional defiant disorder, 2 with overanxious disorder, and 4 with no diagnosis). Diagnoses were made by the treatment team (a psychologist, psychiatrist, and developmental pediatrician) based on parent interviews, parent and teacher rating scales (see below), and developmental pediatric exam. Diagnostic disagreements were discussed by the assessment team until a consensus was reached. Mean SES (M = 46.6, SD = 12.2) based on the Hollingshead Four-Factor Index (1975) was characteristic of minor professionals, technical workers, and owners of medium-size businesses. Parents of the first 57 children were contacted again approximately 4 months after their evaluation to assess treatment adherence.
Measures
ADHD Knowledge and Opinion Scale-Revised. The AKOS-R is a 43-item revision of the AKOS (Rostain et al., 1993) , a questionnaire designed to assess parents' knowledge of ADHD and their attitudes about counseling and pharmacological interventions for ADHD. The term "counseling," although less specific than alternative terms (e.g., behavioral family counseling; parent training), was used in AKOS-R items because of parents' greater familiarity with this term. Responses to three items on the original Knowledge Scale of the AKOS were not significantly correlated with the total score and were replaced with five new items, creating a 17-item Knowledge Scale. Two opinion items from the original AKOS were discarded because they did not load adequately on any of the original three factors (i.e., acceptability of medication, acceptability of counseling, and parental competence). In addition, seven items assessing feasibility issues (e.g., financial, scheduling, and transportation problems) were added to the AKOS-R.
Child Behavior Checklist (CBCL) and Teacher Report Form (TRF).
The CBCL (Achenbach, 1991a) and TRF (Achenbach, 1991b) prior experience with medication and counseling (the remaining 17 interviews were not completed due to factors such as insufficient clinic time or lack of a trained interviewer on a particular day). Parents were asked to indicate whether counseling or medication for behavior or learning problems had been previously provided for their child. On a 5-point scale, they also were asked to rate the effectiveness of prior counseling and medication ("how helpful was the medication, when administered at its most effective dose, in treating your child's symptoms?") ranging from 5 (great improvement, very effective) to 1 (symptoms became worse), and the "overall severity of side effects" for prior medication for ADHD ranging from 5 (severe) to 1 (none). Parents also listed the number of children (excluding their own child) they knew who had been diagnosed with ADHD.
Follow-Up Phone Interview. Follow-up phone interviews were conducted by a graduate student who was not involved in the child's assessment or treatment. The interview assessed the family's adherence to recommendations for counseling and medication since the time of the child's intake, including (a) whether they had attended counseling, (b) number of counseling sessions, and (c) whether they had pursued a medication trial.
Procedure
The AKOS-R, CBCL, and TRF were mailed to parents after an initial phone intake and prior to their first clinic visit. Parents mailed the AKOS-R, CBCL, and TRF back to the clinic prior to their initial visit. At the initial visit, a set of parents chosen at random completed the AKOS-R a second time for test-retest reliability. The background interview was also completed during the initial visit. Treatment recommendations, which frequently included behavioral parent training and a medication trial, were made at a parent feedback conference 1 week after the initial visit. Follow-up phone interviews were begun 4 months after the family's initial visit, although we were unable to contact some families until a later date (M = 23.5 weeks, SD = 8.9; range = 15-49). Follow-up interviews were completed on 49 of 57 cases contacted; the parents of 7 children could not be reached, and 1 parent refused to participate in the follow-up interview. Clinic staffing changes prevented follow-up on the final 34 participants.
RESULTS
Sample Description
Mean T scores on the Attention Problem, Externalizing Problem, and Internalizing Problem scales of the Child Behavior Checklist and Teacher Report Form are reported in Table I . Forty percent of children had elevated (1.5 or more SDs above the mean) Attention Problem scores on both parent and teacher measures; 82% had elevated Attention Problem scores on the CBCL, while 49% had elevated Attention Problem scores on the TRF.
Psychometric Properties of the AKOS-R
The aggregate of mother and father ratings (n = 150) on the 26 AKOS-R opinion items were pooled and subjected to a principal components factor analysis with varimax rotation. Factors were retained if they (a) had an eigenvalue greater than 1.0; (b) accounted for at least 5% of the variance; (c) were acceptable according to the standards of Cattell's (1966) scree test; and (d) had at least three items with factor loadings greater than 0.50. A four-factor solution was accepted (Table 11 ). This produced the following factors: Counseling Acceptability (8 items; 21.7% of variance explained), Medication Acceptability (6 items; 16.5%), Counseling Feasibility (4 items; 10.9%), and Parenting Competence (3 items; 6.5%). The Parenting Competence factor was not examined further because it was not hypothesized to be directly related to treatment acceptability. McDermott (1982) has demonstrated that a factor analysis of the aggregate of two or more subgroups can generate dimensions that are artifacts of the contrasting subpopulations. For this reason, it was important to demonstrate that factors derived from the aggregate describe salient dimensions of each subgroup (i.e., mothers and fathers). Thus, factor analyses were conducted separately for mothers and fathers, with a four-factor solution specified. The factor structures of the mother and father subgroups were similar to the structure of the aggregate; hence, the same AKOS-R scales were used for mothers and fathers.
Correlations between factors were as follows: Counseling Acceptability and Medication Acceptability (r = .08, ns); Counseling Acceptability and Counseling Feasibility (r = .45, p < .001); Counseling Feasibility and Medication Acceptability (r = .11, ns). Mean scores on each factor and on the Knowledge scale are reported in Table HI . Mothers' Counseling Acceptability scores were higher, r(148) = 2.58, p < .01, than fathers' scores; there were no significant Internal consistency (Cronbach's alpha) for each factor was as follows: .85 for Counseling Acceptability; .89 for Medication Acceptability; and .76 for Counseling Feasibility. Item-total correlations were conducted for Knowledge scale items: Each item was significantly correlated with the total score (r = .15 to .62; p < .05). Five-week test-retest reliability from a subsample of 23 parents was as follows: Counseling Acceptability (r = .59), Counseling Feasibility (r = .92), Medication Acceptability (r = .91), and Knowledge (r = .75).
Background Factors Related to Treatment Acceptability and Feasibility
As a preliminary step, demographic variables (child age; SES) were examined for their association with Counseling Acceptability, Counseling Feasibility, and Medication Acceptability. Child age (r = .20, p = .05) was positively associated with Medication Acceptability scores for mothers, and negatively associated (r = -.25, p = .05) with Counseling Acceptability for fathers. Child age, however, was unrelated to Medication Acceptability scores for fathers, and Counseling Acceptability scores for mothers. SES was unrelated to Counseling or Medication Acceptability; in addition, age and SES were unrelated to parents' Counseling Feasibility scores.
First, we tested the hypothesis that prior counseling involvement and parent-rated Externalizing Problems are positively related to Counseling Acceptability scores. Child age was controlled for by entering age first in all regressions. Counseling history, Externalizing Problems, medication history (i.e., whether or not a child had previously taken medication for ADHD), and parent knowledge of ADHD were then entered simultaneously into regressions. Externalizing Problems were positively related to both mother and father Counseling Acceptability "Child age entered in Step 1; other independent variables entered simultaneouly in Step 2. n = 67 to 87 mothers; 49 to 63 fathers. 'Refers to p value for particular variable (two-tailed tests). r Refers to p value for overall equation. 'Medication history: 0 = not previously on medication for ADHD; 1 = child previously on medication for ADHD. Counseling history: 0 = family did not previously seek help for child's ADHD or comorbid problems previously; I = family sought help.
scores, as expected (Table IV) . Counseling history, however, was unrelated to Counseling Acceptability. Bivariate correlations between perceived effectiveness of prior counseling (based on a 5-point Likert scale) and Counseling Acceptability among families previously in counseling also were nonsignificant (r = .08, ns, n = 25 mothers; r = -.33, ns, n = 18 fathers), contrary to expectation. Second, we tested the hypothesis that prior use of medication, parent-rated Externalizing Problems, and parent knowledge about ADHD would be related to increased Medication Acceptability. These variables, along with counseling history and age, were entered simultaneously in a regression analysis to predict Medication Acceptability. Knowledge of ADHD was positively related to both mother and father Medication Acceptability scores (see Table IV ). In addition, medication history (i.e., having a child who had previously taken medication for ADHD) was related to mothers', but not fathers', Medication Acceptability scores. Bivariate correlations between perceived effectiveness of prior medication and Medication Acceptability among families who had previously tried medication were significant for mothers (r = .37, p < .05, n = 23) but not for fathers (r = -.04, ns, n = 18). Similarly, side effect ratings also were related to Medication Acceptability for mothers (r = -.37, p < .05, n = 22), but not fathers (r = -.22, ns, n = 17) of children previously on medication for ADHD. Externalizing Problems were unrelated to Medication Acceptability, in contrast to their positive association with Counseling Acceptability. Third, using t tests, we examined the hypothesis that parents who reported knowing acquaintances whose children were diagnosed with ADHD would have more positive attitudes about counseling and medication than parents without such acquaintances. Consistent with our hypothesis, Counseling Acceptability scores were significantly higher for mothers, f(48) = 3.19, p < .01, who reported knowing someone with ADHD {M = 38.6, SD = 6.4) than for mothers who did not report such acquaintances (M = 30.3, SD = 8.8). Similarly, there was a trend for fathers who reported knowing someone with ADHD, r(32) = 1.84, p = .08, to have higher Counseling Acceptability scores (Af = 36.1, SD = 4.6) than those who did not report knowing someone with ADHD (M = 31.8, SD = 2.6). In contrast, Medication Acceptability scores did not vary depending on mothers, /(49) = 0.85, ns, or fathers, /(32) = 0.79, ns, knowing someone with ADHD.
Predictive Validity of Counseling Acceptability, Counseling Feasibility, and Medication Acceptability Scores
At follow-up families were categorized as having (a) initiated recommended counseling (i.e., reporting that they attended at least one counseling session subsequent to their clinic visit; n = 22), (b) not initiated recommended counseling (n = 19), (c) continued with a current counselor (n = 1), or (d) counseling not recommended (n = 7). A discriminant function analysis was conducted to examine the hypothesis that parents' ratings of Counseling Acceptability and Feasibility at intake could predict membership in Group 1 (initiators) vs. Group 2 (noninitiators). The discriminant function was not significant for mothers (Wilks's lambda = .95, p = .40) or fathers (Wilks's lambda = .99, p = .87), indicating that parents' ratings of Counseling Acceptability and Feasibility did not predict actual adherence to initiating recommended counseling. Examining Counseling Acceptability and Feasibility separately, there were nonsignificant trends for Counseling Acceptability to predict the number of counseling sessions attended among the follow-up sample (mothers: r = .22, p = .08, n = 44; fathers: r = .27, p = .06, n = 35), but the Feasibility factor did not demonstrate such trends (mothers: r = .15, ns; fathers: r = .05, ns). However, parent-rated Externalizing Problems were found to predict the number of counseling sessions at follow-up (r = .31, p < .05, n = 44).
Comparing parents who initiated a recommended medication trial (n = 23) with those who did not (n = 9; the 17 remaining parents contacted at follow-up either had children who were already on medication at intake, or for whom medication was not recommended), mothers' and fathers' scores on the Medication Acceptability factor failed to discriminate these groups, /(28) = 1.01, ns, and r(20) = 0.04, ns, respectively.
DISCUSSION
The purpose of the present study was to (a) examine factors related to parents' attitudes about treatments for ADHD, (b) create a treatment feasibility subscale, and (c) test whether parents' report of feasibility, and of counseling and medication acceptability, actually predicted parental adherence to recommended treatment at follow-up. In evaluating potentially relevant background factors, Externalizing Problems were shown to be positively associated with Counseling Acceptability, but not with Medication Acceptability. The results suggest that parents who perceive their child as relatively oppositional, disruptive, and aggressive are more willing to pursue counseling, but not medication, to treat these behaviors. The finding that Externalizing Problem severity is related to Counseling Acceptability is consistent with prior analog research (Frentz & Kelly, 1986; Kazdin, French, & Sherick, 1981) and research conducted with clinical samples (Hobbs, Walle, & Hammersly, 1991; Rostain et al., 1993) , although other studies have found no such association (Reimers et al., 1992; Tamowski et al., 1992) . Knowing an acquaintance with ADHD was also related to higher Counseling Acceptability scores. Given that parental knowledge of ADHD was unrelated to Counseling Acceptability, the association between knowing an acquaintance with ADHD and Counseling Acceptability appears to be due to factors other than increased factual knowledge of ADHD (e.g., perhaps talking to parents of other children with ADHD helps reduce the stigmatization that may be associated with entering counseling).
Parental knowledge about ADHD was associated with Medication Acceptability. ADHD knowledge and medication acceptability have been positively (Liu et al., 1991) and negatively (Rostain et al., 1993) associated in prior research. The positive association in the present study suggests that parents who have been educated about ADHD may have a better understanding of the benefits and limitations of medication, and thus may be more willing to pursue medication for their child. Future research may clarify the association between knowledge and medication acceptability by specifically assessing knowledge of phar-macological treatments for ADHD, rather than general knowledge of ADHD, which was assessed in the present study.
Only 54% of our subjects pursued recommended counseling, almost identical to the rate found by Joost et al. (1989) . Counseling Acceptability and Feasibility scales were not successful in identifying families at risk for noncompliance with recommendations for counseling. Although feasibility has been neglected in prior research, the nonsignificant trends between counseling acceptability ratings and counseling adherence are largely consistent with Reimers et al. (1992) , who found treatment acceptability ratings to be only a modest predictor of treatment adherence.
The failure of Medication Acceptability to predict medication adherence may reflect the limited variance in responses in our sample, as 23 of 32 families for whom medication was recommended reported initiating and maintaining a pharmacological treatment at follow-up. Alternatively, it is possible that parents' attitudes about medication, as well as counseling, changed from the time they completed their acceptability ratings (prior to intake) to the time they completed the feedback session and received treatment recommendations. Some parents, initially apprehensive about medication or counseling, may have become more willing to pursue these interventions following the assessment and feedback sessions, during which clinicians have the opportunity to educate parents about ADHD and their treatment options. Future research needs to assess treatment acceptability both prior to intake and following completion of the evaluation process to examine the impact of the evaluation itself on enhancing the likelihood that parents will pursue recommended interventions.
Counseling Acceptability, unlike Medication Acceptability and Counseling Feasibility, demonstrated relatively poor test-retest reliability. The relative instability of ratings on the Counseling Acceptability factor suggest that parents' willingness to pursue counseling can shift markedly, even over a brief period of time. The variability in parents' ratings of Counseling Acceptability may be related in part to the relatively low level of agreement (r = .33) between mothers and fathers; parents appear to have largely independent attitudes about the acceptability of counseling and may seek to influence each other regarding whether to pursue counseling once this recommendation has been made. Future research documenting the process by which parents reach a decision to pursue counseling, including what input if any they solicit from their child, is needed.
Several limitations of this study deserve mention. First, our measures of treatment adherence (i.e., whether or not a family pursued counseling, the number of counseling sessions attended at follow-up, and whether or not a family pursued and maintained medication) were relatively global. The globality of our medication adherence measure (i.e., child being on or off recommended medication at follow-up) may have been particularly problematic, given that most participants were on medication for ADHD at short-term follow-up. Perhaps more molecular measures (e.g., pill counts or medication diaries) or a longer follow-up period (e.g., 1 year) with a larger sample would provide a more precise measure of medication adherence. In addition, we found experience with side effects lowered mothers' ratings of medication acceptability; future research better examining the reasons why parents' do not adhere to recommended treatments for ADHD would be beneficial to clinicians seeking to optimize adherence. Second, we examined counseling initiation at follow-up but did not assess whether counseling was terminated "prematurely," against the recommendation of a therapist. It is possible that factors predicting the initiation of counseling for ADHD differ from those predicting maintenance of counseling. Again, a longer follow-up period may be needed to assess factors related to treatment maintenance. Third, parents may perceive some types of counseling to be more acceptable than others. Future research defining and comparing particular types of counseling (e.g., behaviorally oriented family therapy versus structural family therapy versus individually oriented cognitive-behavioral therapy) could indicate whether acceptability and adherence are greater for a particular therapy.
The findings of this study may be somewhat specific to parental attitudes about treatments for ADHD and may not represent parents' attitudes about treatment for other pediatric or psychiatric problems. Pediatric problems may vary from each other along dimensions of physical impairment, difficulty of treatment regimen, degree of dependence on caregivers, chronicity, and lethality. While the current study indicate that adherence to recommended interventions for ADHD may be poor, it does not inform us as to the particular features of ADHD interventions that are difficult to adhere to, whether these features are common to other pediatric problems, and how these might differ at various developmental stages for the child and family. Furthermore, these findings may be specific to an ADHD clinic in a tertiary care pediatric hospital; for example, parents coming to a hospital setting may have more positive attitudes about medication than parents seeking treatment in other settings. Research with other pediatric populations and in other settings is needed to examine the generalizability of these findings.
In summary, this study highlights the potential importance of educating parents about ADHD and its treatment. Additional knowledge about this disorder appears to be related to more positive attitudes regarding medication. However, the present study found that parents' attitudes about treatment acceptability and feasibility prior to assessment for ADHD did not predict treatment initiation. This finding challenges the utility of research focusing on treatment acceptability as the primary outcome of interest, as treatment acceptability may not be strongly related to treatment adherence. Greater emphasis should be placed on assessing treatment acceptability with actual patients and their parents throughout the course of assessment and treatment to test the hypothesized associations between treatment acceptability and adherence (see Reimers et al., 1992) .
Research is needed to further develop strategies to enhance the probability that families will initiate and maintain recommended treatments for ADHD. Prior to recommending specific treatments, corroborating treatment goals with families may lead to better adherence. Once specific treatments are recommended, strategies such as an open discussion of family ambivalence about interventions, elicitation of verbal or written commitment to pursue recommended interventions (e.g., Putnam, Finney, Barkley, & Bonner, 1994) , use of follow-up phone contacts with families, and further education about behavioral and pharmacological interventions might enhance treatment adherence. Clinically, the ongoing assessment of treatment acceptability throughout assessment and treatment may provide useful information about obstacles to treatment and, ultimately, lead to strategies for maintaining interventions for the extended period needed to treat chronic disorders such as ADHD.
